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We report a case of nephrostomy tract tumor seeding following percutaneous pyeloscopic 
manipulation of a renal pelvic carcinoma. To our knowledge， this is the second reported case of such a 
lesion surrounding the nephrostomy tract. Percutaneous pyeloscopic treatment carries a potential risk 
of local tumor spillage and implantation in the nephrostomy tract. 
(Acta Urol. Jpn. 48: 415-418， 2002) 
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INTRODUCTION 
Endourologic treatment for upper urinary tract 
transitional cel carcinoma (TCC) has been generally 
accepted in patients with a solitary kidney， synchro-
nous bilateral disease or renal insufficiency. Several 
investigators have reported a preliminary success 
with percutaneous management of renal pelvic 
carcinoma. However， ina percutaneous approach， 
tumor spillage and nephrostomy tract seeding remain 
a concern. We report a case of nephrostomy tract 
tumor seeding after percutaneous pyeloscopic manip-
ulation of TCC of the renal pelvis. To our knowl-
edge， this is the second reported case in the literature. 
CASE REPORT 
A 63-year-old man underwent radical cystectomy 
in 1985 combined with ileal conduit urinary diversion 
for invasive TCC of the bladder， and he was followed 
up at our institution postoperatively with normal 
results on periodic intravenous pyelograms (IVPs) 
and abdominal computed tomography (CT) scan. 
In February 2000， he was hospitalized because 
urine cytology revealed malignant cel1s. Selected 
ureteral specimens from a single J catheter inserted 
into the left ureter appeared normal in cytology. 
Retrograde catheterization into the right ureter was 
unsuαessful. Since repeated IVPs and retrograde 
loopogram revealed no fil1ing defect ofthe right upper 
urinary tract， in March 2000， he underwent right 
percutaneous pyeloureteroscopic random biopsies. 
Although no visible tumors were noted in pyeloscopic 
findings， pathological examination of the specimens 
peeled off at the pyeloscopic site revealed grade 2 
TCC and urine cytology from the nephrostomy was 
c1ass 5. There were no complications from this 
procetere. 
Two weeks later the nephrostomy tube was 
removed and two weeks after that， the patient 
A 
B 
Fig. 1. Microscopic findings of both the renal 
pelvic carcinoma (1A) and the recurrent 
mass (lB) show transitional cel carcino-
ma grade 2 (HE stain， X 200). 
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underwent right nephroureterectomy. Pathological 
analysis revealed grade 2>3 pT2 TCC of the lower 
calyx where the nephrostomy had been placed (Fig. 
lA). The tumor had not extended into the renal 
parenchyma. 
Three months postoperatively， a painful mass at 
the previous nephrostomy tube site was noted. An 
abdominal CT scan revealed a subcutaneous homo-
geneous mass extending into muscle layers (Fig. 2). 
Needle biopsy specimens of the mass were consistent 
with TCC. The patient underwent resection of the 
mass in August 2000， followed by adjuvant radiation 
with a dose of50 Gy (Fig. 3). Pathological examina-
tion revealed a 4.0X3.5 cm grade 2 TCC surrounding 
the nephrostomy tract compatible with the recurrence 
of the previous renal pelvic carcinoma (Fig. lB). 
At 7 months postoperatively， abdominal CT scan 
revealed a mass involving the 12th thoracic vertebra. 
The patient was treated with radiation and oral 5-
fluorouracil chemotherapy and is being followed 
closely. 
Fig. 2. Post-contrast computed tomography 
showing a nodular mass in the pos・
terolateral muscle layer. 
Fig. 3. Resected specimen showing a whitish 
nodular tumor. The arrow indicates 
the nephrostomy tract scar. 
DISCUSSION 
The feasibility of percutaneous treatment of the 
renal pelvis has been well established : itis generally 
preferable to diagnose and treat the伺 seuretero・
scopically maintaining a closed urinary system， but 
percutaneous approaches are required in selected 
patients in which access is di伍cult. Although the 
percutaneous approach provides excellent exposure of 
the renal pelvis， one of the potential problems is 
tumor seeding of the nephrostomy tract. 
Tomera et al. reported that local tumor recurrence 
developed in the region ofthe renal fossa in 2 ofthe 18 
patients who underwent intraoperative pyeloscopy 
i吋 subsequently nephroureterectomyll They 
suggested that the irrigation performed during pyelo-
scopy might disaggregate tumor cells， allowing 
implantation to the extrarenal space. However， 
other investigators have disputed the risks of tumor 
tract seeding2，3lー Orihuelaand Smith reported no 
tumor seeding in the nephrostomy tract in 14 cases of 
percutaneous resection ofrenal pelvic TCCs2l， and to 
our knowledge only one case of nephrostomy tract 
tumor seeding has been reported in the literaturel 
Thus， although the risk of tumor seeding appears to 
be low， aggressive adjunctive treatment in the 
nephrostomy tract to decrease the risk and meticulous 
follow-up to rule out local recurrence should be 
performed. Orihuela and Smith reported 3 patients 
with invasive renal pelvic TCC that prevented total 
extirpation by percutaneous pyeloscopic resection 
treated by standard nephroureterectomy with the 
resection of the nephrostomy tract2l. Woodhouse et 
al. reported the use of a radioactive iridium wire 
C92Ir) inserted through the nephrostomy tube to 
prevent tumor seeding5l Since in our patient there 
was no visible tumor in pyeloscopic findings， we 
performed nephroureterectomy without resecting the 
nephrostomy tract. Although the pathological 
examination of resected specimens revealed stage 2 
TCC of the renal pelvis without involvement in the 
renal parenchyma， inadequate treatment for the 
nephrostomy tract may lead to local recurrence. 
In conclusion percutaneous manipulation of an 
upper urothelial tumor carries a risk of tumor seeding 
in the nephrostomy tract. We recommend resection 
of the nephrostomy tract for the patients with upper 
urinary tract tumor who require nephroureterectomy 
after percu taneous pyeloscopy. 
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